The lecturer takes the position that the laryngoscope and nasal speculum are of greater importance to the general practitioner than. the ophthalmoscope, and that the therapeutic possibilities of the two former are abundant, while those of the latter are very limited. In considering the subject of the lecture, it is proposed to take up the general diseases one by one, and to discuss the nose and throat diseases in relation to them.
As a preliminary to the description of nose and throat affections of the acute specific diseases, the lecturer calls attention to the extreme importance of the nose and throat as portals of entrance of the poisons giving rise to these diseases, and to the evidence that those who suffer from nasal affections are more liable to contract infectious diseases. Excluding water-borne diseases, as cholera and dysentery, almost all other infectious diseases are conveyed by the air, and hence the morbific agent enters through the nose or throat.
Two cases of scarlet fever, following galvano-cantery operations upon the nose, have pointed out the danger of operating upon those who are exposed to infectious diseases. The practical 'conclusion therefrom is to abstain from operations during epidemics of influenza, or other infectious diseases. The influence of the tonsils and the adenoid tissue in guarding the system against infection is such that the beneficial results of Wilhelm Meyer's discovery will be a lessened amount of danger in scarlet fever and diphtheria, and especially a great diminution in middle ear diseases. 
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Most of the infectious diseases give rise to a catarrhal condition of the upper air passages, especially measles. In some epistaxis results, a common prodromal symptom of enteric fever. The naso-pharynx may be the starting point in influenza, and the larynx is particularly concerned in diphtheria, smallpox and enteric fever.
Smallpox.-The disease is occasionally ushered in with catarrhal symptoms, sneezing, epistaxis, intolerance to light, lacrymation, sore throat, with redness and swelling of the palate and tonsils, hoarseness and salivation. Epistaxis may be profuse in the malignant form. Pustules have been seen in the nostrils, mouth, pharynx, larynx, and even in the bronchia. . In the mouth they appear as whitish grey, slightly elevated spots, which soon soften and form superficial ulcerations surrounded by a red zone. Inflammatory swelling and abscess of the palate sometimes occur. The larynx may be the seat of an inflammatory process, or there may be a papular or pustular eruption. In severe cases great swelling of the laryngeal mucous membrane may occur, and ecchymotic spots and submucous hemorrhage have been found. Ulceration, with necrosis and extrusion of the cartilage, followed by stenosis and ankylosis, sometimes result. Diphtheria may be a complicating affection.
Varicella.-A mild sore throat and a varicellous eruption of the buccal mucous membrane have been found by Rondot. In typical cases vesicles, with reddened bases, may be seen on the palate; on the lips, tongue and cheek small round superficial ulcers occur. Rarely is the eruption found in the larynx, in one case the symptoms being mistaken for those of laryngeal diphtheria.
Measles.-The sneezing and running of the nose, which are the earliest premonitory symptoms, indicate the exist· ence of acute nasal catarrh, which generally disappears with the rash, thoug-h, through unfavorable surroundings, it may be continued as a chronic purulent rhinitis. The discharge, at first clear and watery, soon becomes mucopurulent and excoriates the upper lip. Epistaxis occurs, and occasionally is a menace to life. Wolff considers that the ac·cessory cavities are always affected, a statement which is to be taken with considerable allowance, in view of the rarity of acute affections of these cavities. The eruption almost invariably appears on the roof of the mouth, preceding that on the skin. In delicate children severe stomatitis and cancrum oris may develop. The tonsils and pharyngeal mucous membrane are generally inflamed, and rarely the inflammation spreads to the eustachian tube. Laryngeal catarrh, with hoarseness and irritable or croupy cough, occurs, and, in rare cases, symptoms of laryngeal obstruction may be discovered. Ulceration of the laryngeal mucous membrane, abscess, edema, complete aphonia, membranous laryngitis and laryngeal paralysis are among the rarer complications.
Rotheln-Gerrnan l1feasles.-Slight nasal catarrh, sore throat resembling that of the early stage of scarlet fever, moderate swelling of the tonsils, are the concomitants of this disease.
Scarlet Fever.-In severe forms the nose and nasopharynx become affected by extension from the pharynx and the eustachian tube, followed by otitis media and its sequelffi. At the commencement the inflammation of the mucous membrane may be catarrhal, but later it becomes muco-purulent, filled with streptococci, whose absorption results in cervical adenitis and abscess, purulent otitis media, endocarditis, pl~mrisy, etc. If the nasal discharge occurs during convalescence, it should be bacteriologically examined, as post-scarlatinal diphtheria may attack the nasal passages primarily or exclusively. The lecturer doubts the frequency of sinus involvement. Membranous sore throat may appear (1) during the period of eruption, (2) during convalescence, or even later. In the former'instance, though it be whitish grey, thick and adherent, and scarcely to be distinguished from the diphtheritic membrane, it is due to streptococci. It does not spread to the larynx and does notrecur. In the latter instance (2), the membrane contains the Loeffler bacilli, accompanied by streptococci, and it is, therefore, a grave complication. Diphtheria may occur as a complication of the early stage of scarlatina, but this is a rare mishap. Dr. Goodall thinks that diphtheria is introduced into certain hospitals from mild cases of diphtheria inadvertently admitted as scarlatina, and he doubts the susceptibility of scarlatinal cases for diphtheria.
Laryngeal complications of scarlet fever, other than those due to the accompanying-diphtheria, are rare; however, ulceration, fixation of the vocal cords, arthritis, and ankyosis, have been observed.
Whooping-Gough.-Almost always begins with a catarrhal stage, and epistaxis is common. There is a difference of opinion as to whether there are any constant changes in the larynx.
Injluenza.-The micro-organism of this disease, almost certainly that described by Pfeiffer, seems to attack the mucous membrane, which almost always bears the brunt of the disease. The nose being the chief portal of entrance of the specific bacillus is early affected, shown in the excessive sneezing, obstruction, profuse discharge, epistaxis, anosmia, parosmia, which are frequent occurrences. Other complications are acute inflammation of the antrum, nasopharyngeal inflammation, otitis media, acute follicular inflammation of the pharyngeal tonsil, vesicular eruption of the palate, acute pharyngeal catarrh, the mucous membrane being edematous and purple in color; follicular tonsillitis. with or without peri -tonsillar mischief; phlegmonous pharyngitis, membranous exudation upon the palate, laryngitis of all degrees of severity, sometimes hemorrhagic infiltration of the cords (Fraenkel), ulceration of the vocal cords, swelling of the ary-epiglottic folds, abscess of the larynx, paralysis of the larynx, the most common being that of the adductors and tensors.
Enteric Fever' .-In enteric fever there is a tendency to a catarrhal state of the mucous membranes. Deafness, resulting from extension of the catarrhal process to the tubes, and their consequent occlusion and epistaxis, are common. The latter is an early symptom. Buccal ulcerations, oval or round in shape, with regular or undermined margins, occur, and, according to Tripier, they run a course absolutely parallel with the intestinal lesion. Devic has found them in one-sixth of the cases; they do not affect the prognosis and they are to be treated with antiseptic lotions. Erythema of the pharynx and enlargement of the tonsils are early symptoms, pharyngeal ulcerations are unusual and herpetic eruptions of the mucous membrane of the pharynx and mouth are occasional, according to Morrell Mackenzie. A secondary diphtheritic deposit, which may occur in the third week, is a serious, and fatal, though rare, complication. The laryngeal complications are not severe, as a rule, until the third week, being of the type of a mild laryngitis, slight injection of the larynx, and increased cell-proliferation. In the third week the symptoms, hoarseness' and feebleness of voice, dyspnoea (chiefly affecting inspiration) , pain and dysphagia, appear. Swelling of the arytenoids, and of the ary-epiglottic folds, and some ulceration, may be found upon laryngoscopic examination. Increasing dyspnoea may require tra0heotomy, and death may result from a laryngeal ulcer, spreading down into the connective tissue and giving rise to subcutaneous emphysema. The chronic variety generally occurs during convalescence, the patient presenting the usual signs of laryngeal stenosis. If recovery takes place without tracheotomy, some trouble in connection with the voice and breathing may result from cicatrization of the ulcerated part3.
Another class of cases, to which the name of laryngotyphoid has been applied, is that in which the poison of typhoid is, at the onset, focused on the larynx, so that the symptoms of the local affection may, up to the end of the first week, so completely mask the underlying febrile state that the diagnosis cannot be made until the characteristic eruption and other symptoms appear. Dr. P. Watson Williams reports five cases pointing to the possibility of typhoid being communicated by the breath. This method of communication is, of course, most likely to occur in laryngo-typhoid. Patients, with any previous tendency to laryngeal affections, seem to be more liable to laryngotyphoid than others.
Edema of the larynx may occur as a result of any of the laryngeal complications of typhoid. Paralysis of the vocal cords may occur. Lublinski has seen five cases, in one bilateral abductor paralysis, in three paralysis of one re-current· nerve, and in one paralysis of both recurrents. The paralysis may be due to pressure by enlarged glands, thickened pleura, or the existence of anterior polio-myelitis, or a peripheral neuritis due to toxines must be assumed.
Dr. Kanthack and Dr. Drysdale recently read a paper based upon the post-mortem records of sixty-one cases. In fourteen there was a loss of substance in the larynx, and, as in eight cases the larynx was not examined, ulceration was found in 26 per cent. of the fatal cases. This shows a greater per cent. than Hoffmann's figures quoted by Fagge and Pye-Smith. According to Kanthack and Drysdale, the ulceration is frequently seen over the tip of the edges of the epiglottis, and in the neighborhood of the processus vocalis. Dittrich assumed that they were of decubital Qrigin, Rokitansky pronounced in favor of their typho-genetic origin, which,however,clinical evidence and recent bacteriological examination tend to disprove. The writer inclines to the view of Kanthack and Drysdale that they are due to fresh infections with pyogenic organisms, gaining a foothold on debilitated tissues, although it is not denied that, in an individual case, the typhoid bacillus may have escaped and caused the lesion. In discussion, Dr. Jobson Horne noted that, in some instances, the laryngeal ulcer proved to be of a tuberculous nature from which he concluded that typhoid may be a possible etiologic factor in laryngeal tuberculosis, and that the tuberculous diathesis may be an etiologic factor in typhoid ulceration of the larynx. In typhoid ulcerations of the larynx there is a tendency to suppuration about the cartilages, leading to necrosis and extrusion, and to destructive changes in and about the crico-arytenoid joints.
Erysipelas.-Chronic nasal affections play an important role in the production of facial erysipelas, and hence the orifice of the nostril is the favorite starting point Erysipelas of the pharynx and larynx has been much better understood since the streptococcus erysipelatis has been recognized as the cause of the disease, and when this bacterium is proved to be identical with' the streptococcus pyogenes, it will be still more simplified. The writer favors the view of Semon, who maintains that erysipelas, phlegmonous pharyngitis, angina ludovici and 'limilar. conditions are modifications of the same process, differing in their virulence or place of development.
.M~ycosis Fungoides.-The writer, in 1895, reported the first case in which the tumors were found on the posterior and lateral walls of the pharynx and on the left arytenoid.
RhewnaN8m.-While Freudenthal describes rheumatism of the nose, the writer has not been able to assure himself of the causal relation of rheumatism to nasal affections. Existaxis, frequently seen in acute rheumatism, is almost invariably due to salicylate of sodium; Lacunar inflammation of Luchka's tonsil is sometimes due to rheuma-, tism. Pharyngitis is a common complication of rheumatism and usually precedes the articular pain, though sometimes it appears after the disease has manifested its presence. The rheumatic origin of tonsillitis is now fully recognized, and while cases do occur in which endocarditis and pericarditis occur, they are rare. Suchannek claims that acute multiple articular rheumatism is an infectious disease which runs the course of an attenuated pyemia, the infection entering through "Waldeyer's ring." Sometimes rheumatism affects the muscles of the pharynx, giving rise to pain in the pharynx, aggravated by swallowing, which is readily relieved by salicylates. The larynx is seldom affected, yet the writer includes swelling of one or both ary-epiglottic folds accompanied with pain on deglutition in patients otherwise affected with rheumatism. Rheumatism of the crico-arytenoid articulation is well recognized, and cases have been reported by various authors.
Qout.-Tophi are found in the skin of the nose. In hay fever there is much to be said about the gouty origin, and attention to the general health is of great service in the treatment of the paroxysms. The pharynx is frequently the seat of trouble in gout, and the appearance of the gouty throat is characteristic, the soft palate, fauces and posterior wall of the pharynx presenting an engorged, congested appearance. Gouty deposits are found in the crico-arytenoids (rare, according to Norman Moore), upon the arytenoid cartilages, in the cords and crico-arytenoid ligament.
Hlteumatuicl Al'fhriti8,-Casselberry has recorded a case in which the arytenoid joints were affected.
Leukemia.-Several cases of laryngeal stenosis, due to leukemia, have been reported. Leukemic infiltration of the larynx is a grave complication, usually requiring tracheotomy.., and soon followed by death.
I£odgkin's Disease.-Edema of the pharynx and uvula, swelling of the epiglottis and ventricular bands have been observed.
Lymphatics.-Para.lysis is sometimes due to a swollen lymphatic gland.
Hernoptysis.-This symptom, which is often one of great anxiety, may be due to hemorrhage from the gums, varicose ulcer on the posterior surface of the septum, small ulcers and vascular rupture in hypertrophid tonsils, enlarged vessels in pharynx, varices on the tongue, dilated vessels and ulceration of the larjTnx.
Bronchitis.-Those who suffer from nasal stenosis are especially liable to bronchitis, and therefore it should be relieved.
Asthma.-While it is claimed that asthma is usually dependent upon nasal disease, the writer has never been able to cure a case of asthma by removal of polypi. In addition to polypi, other conditions are found associated with asthma, such as spurs and crests upon the septum, hypertrophic and atrophic rhinitis and adenoids.
Emphysema.-Any of the various causes of nasal obstruction may, as a result of pharyngeal and laryngeal catarrh and consequent irritable cough thereby produced, give rise to emphysema. The writer has seen the progress of an emphysema checked by an amputation of the uvula, also by treating granular pharyngitis.
Paeumonia.-The writer believes that pneumonia, like acute rheumatism, may follow tonsillitis.
Shape of the Ohest.-Any interference with free nasal respiration in early life will give rise to a characteristic deformity. Adenoid vegetations, rather than hypertrophied tonsils, are the most common cause. Tubby gives the following as the changes in the thorax: "The chest is bulged at its upper and middle part and retracted in its lower part and excavated. The sternum is not so keellike as in rickets and the lateral vertical grooves are absent. The antero-posterior diameter is increased while the transverse is diminished."
Diseases of the Oirculatory SysfeJII.-Infective endocarditis may have a tonsillar origin. Von Stein claims cardiac neuroses are often due to hypertrophy of the inferior tur-binals and that the neuroses disappear after turbinal cauterization. Tachycardia and also a slow pulse may result from intra-nasal diseases; the former has been observed to follow excision of the larynx.
Exophthalm.ic G'oitre.-The symptons of exophthalmos, palpitation and goitre have been known to disappear after removal of part of and cauterization of the turbinates. Improvement has followed the relief of various other intranasal affections, especially pOlypi.
AneLo·ysm.-When the left cord is immobile in the cadaveric position, one must first think of pressure of an aneurysm of the aorta upon the left recurrent. It is only after this has been excluded that other paralyses need be considered. The first effect of recurrent paralysis is to cause abductor paralysis on the affected side, and as this condition presents such slight symptoms, it is frequently overlooked where a laryngoscopic examination is not made. When the adductor fibres become implicated the cord assumes the cadaveric position and change in the voice becomes marked. In 16 of the writer's private cases all were males from 29 to 61, in one there was bilateral paralysis of the abductors, in eight the left cord was in a cadaveric position, in five there was impaired movement (loss of abduction) of the left cord, and in two the laryngeal appearances were normal. The right was only affected in the cases of bilateral paralysis. If the sac of the aneurysm involves the innominate artery the right recurrent may be implicated or the trachea may be displaced by the aneurysmal tumor in such a way that its convexity may press on the right recurrent and pneumogastric, causing paralysis of the right vocal cord. It is sometimes possible to recognize the direct pressure of an aneurysm upon the trachea by means of the laryngoscope.
Diseases of the Digestive System,-Chronic gastric catarrh may be kept up by fetid secretions from the nose and naso-pharynx being swallowed. The writer has frequently seen symptoms of dyspepsia disappear after the nose and accessory sinuses have received attention. The stomach and liver influence without doubt the state of the pharynx although there is still considerable discussion on the subject.
Disease, of the Liver.-Severe epistaxis is an early symptom of cirrhosis of the liver and hemorrhages and ecchymoses of the mucous membrane of the pharynx and larynx are sometimes found in cirrhosis and cancer of the liver, also in acute yellow atrophy.
Bright's Disease.-Epistaxis is a frequent symptom of chronic interstitial nephritis and is sometimes met with in other forms of Bright's disease; therefore it is wise to examine the urine in cases of abundant or frequent epistaxis. The bleeding is dependent upon altered blood state, changes in the vessels, cardiac hypertrophy and increased arterial tension. While the exact relation of Bright's disease and edema glottidis is still a matter of discussion, the probable explanation is that Bright's disease determines 'the onset of the edema in cases in which, under ordinary circumstances, the local irritation would have been too slight to have caused it. Locomotor Ataxy.-Associated nasal conditions are rare though there may be hperesthesia of the nasal mucous membrane inasmuch as laryngeal crises may at times be elicited by irritation of the nasal fossa. Both the sensory and motor nerves of the pharynx may be affected, resulting in anesthesia, hyperesthesia, paresthesia, motor paralysis or spasm with contraction. Likewise the larynx may be affected, particularlJ spasms of the adductors, paralysis of the abductors and incoordination of the laryngeal muscles (true ataxy of the vocal cords is one of the earliest laryngeal signs of tabes).
Hysteria.-The writer states that he has never been able to produce hysteria by irritating the so-called hysterogenetic zones, as claimed by others. The so-called globushystericus is nothing more than a spasm of the pharyngeal muscles. Hysterical paralysis of the pharynx muscles by causing dysphagia may give rise to a suspicion of malignant disease, but the diagnosis is established, by use of the esophageal bougie. The curious condition known as inspiratory spasm is occasionally seen in hysterical persons, and another form of spasm is the' 'barking cough of puberty." .Ne~tra8theniaand .Ll1.elanc1wlia.-The tendency has been to exaggerate the effect of nasal lesion in the production of reflexes, still it is not to be denied that in neurotic patients, symptoms of a reflex nature subside after appropriate nasal treatment.
Headache.--Almost all nasal affections present headache as a symptom; the chief causes, however, are nasal stenosis induced by hypertrophy of the turbinals and deflection of the septum.
